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Patients and therapists participating in a clinical trial
of short-term, time-limited individual (STI)
psychotherapy were asked to rate expectancies regarding
their own and their counterpart’s role behaviors during
sessions. Significant relationships differed according to
the index of alliance used (patient, therapist) and as a
function of scores on a global patient personality
measure known as Quality of Object Relations (QOR).
Among high-QOR (or mature) cases, the patient’s
expectancy of being able to contribute to the treatment
process was inversely associated with change in the
patient-rated alliance. For those with low QOR (more
primitive object relations), congruence of expectancies
regarding a supportive therapist role was directly
associated with change in the therapist-rated alliance.
Results are discussed in terms of evaluating and
preparing patients for psychotherapy and the
appropriate therapeutic strategies for patients of
different QOR.

(The Journal of Psychotherapy Practice and
Research 2000; 9:213–225)

At the start of a new relationship, the expected be-
haviors of self and other can have a direct bearing

on how the relationship will develop. This is a central
premise of most versions of object relations theory:1 the
internal representations of past relationships define ex-
pectancies, and these in turn influence the form and
quality of new or existing relationships. This is also a
guiding technical principle in the forms of individual
therapy associated with interpersonal theory.2,3 These
therapies are characterized by a particular focus on the
emerging dynamics in the patient–therapist relationship
and how these are related to the patient’s early relation-
ship history and presenting issues. The present study
was conducted in the context of a short-term, time-lim-
ited individual (STI) therapy approach with this type of
emphasis on the transference. Our interest was in
whether patient and therapist expectancies were asso-
ciated with the development of the therapeutic alliance
across the course of treatment.

The patient’s expectancies of each participant’s role
behaviors during therapy would likely develop as a
function of several factors, including that patient’s 1)
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motivation for change; 2) understanding of or previous
experience with psychotherapy; and 3) anticipation of
certain forms of interpersonal response on the part of
the therapist.4 This last element would be influenced by
the patient’s internalized object relations (i.e., past his-
tory of relationship gratifications or losses). In like fash-
ion, the therapist’s role behavior expectancies are likely
to be based in part on his or her 1) past clinical expe-
rience; 2) theoretical and experiential working knowl-
edge of the components of treatment associated with
successful outcome; and 3) initial impressions of the pa-
tient. Once again, this last element would be influenced
by the therapist’s internal representations of relation-
ships with other people, in particular previous patients.

Greater agreement between patient and therapist
on expected role behaviors would lessen the need for
an involved negotiation of the therapy relationship,
would reduce the potential for conflict regarding patient
and therapist responsibilities, and would protect against
early disappointment on the patient’s part. Thus, the
extent of the agreement between the patient’s and
therapist’s expectancies of how each will behave during
therapy may act as a determinant of whether the rela-
tionship “gets off on the right foot” and readily develops
into a productive working alliance or flounders and has
difficulty developing a collaborative focus on the tasks
and goals of therapy.5

We predicted that expectancies regarding role behaviors
would be more strongly related to the change in the alliance
over the course of therapy than to the average level of the al-
liance based on an aggregation of alliance scores across
sessions. Thus, expectancies about role behaviors (i.e.,
anticipations about what each party would actually do
during therapy) were predicted to have a greater bear-
ing on the variable or dynamic characteristics of the
alliance than on some summary index of the overall
quality of the alliance.

We also postulated that the extent of the agreement
between patient and therapist role behavior expectan-
cies would be a stronger determining factor than the
expectancies of either patient or therapist alone.
Greater disagreement regarding expected behaviors of
self and other would require a more complicated ne-
gotiation of the therapy relationship. Consequently, we
predicted that congruence of patient and therapist expectan-
cies regarding role behaviors in therapy would provide for the
strongest prediction of growth in the therapeutic alliance over
the course of treatment.

The current study is based on a controlled clinical

trial of short-term, time-limited individual (STI) psycho-
therapy completed in Edmonton, Canada.6 The trial
provided evidence that the patient personality variable
Quality of Object Relations (QOR) was directly related
to the strength of the therapeutic alliance and beneficial
treatment outcome.7 That is, a more mature (high)
QOR is associated with a higher average level of the
alliance and greater benefit from therapy. In contrast,
further analyses identified that a progressive increase in
the quality of the therapeutic alliance across therapy
was predictive of benefit for patients with more primi-
tive (low) QOR.8 The low-QOR patient may approach
therapy with distorted interpersonal expectations be-
cause of a history of chronically unsatisfying and abu-
sive relationships. Our research suggests that the
development and the concrete experience of a gratify-
ing therapeutic relationship may be more beneficial for
the low-QOR patient than gaining insight into the work-
ings of past and current unhealthy relationships. There-
fore, our third prediction was that the relationships
between role behavior expectancies and change in the thera-
peutic alliance would be more pronounced among the low-
QOR patients.

This study is the second based on a comprehensive
assessment of expectancies that was conducted as part
of the controlled trial. The first report9 considered ex-
pectancies regarding the value and difficulty of the “typ-
ical session” as predictors of the average level of the
therapeutic alliance and treatment outcome. That study
provided evidence that expectancies about session ben-
efit are strongly related to the overall strength of the
alliance and are also predictive, though less strongly, of
treatment benefit in STI therapy. The current study ex-
amined the patient’s and therapist’s role behavior ex-
pectancies—that is, each participant’s anticipation of
how both parties would behave during therapy ses-
sions.10

The current study had two objectives. First, we
wanted to identify the underlying dimensions associated
with role behavior expectancy ratings provided by the
patient and therapist. For this purpose, we considered
the dimensions associated with the patient’s and thera-
pist’s role behavior expectancies for themselves and for
their counterparts; we also considered the congruence
between patient and therapist ratings5 to identify di-
mensions of expected behavior associated with the joint
view of each participant’s role. Second, we wanted to
examine the association between role behavior expectancies and
the therapeutic alliance for patients of differing QOR (the al-
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liance being expressed both in terms of the average
level and the change over the course of treatment).

METHODS

The original report of the controlled trial of STI ther-
apy6 provides full methodological details. Only infor-
mation pertinent to the current study is presented here.

Setting, Patients, and Therapists

The setting for the trial was the Psychiatric Walk-
In Clinic, Department of Psychiatry, University of Al-
berta Hospital Site, Edmonton, Canada. Following
referral and informed consent procedures, patients
were matched in pairs on QOR, age, and gender and
were randomly assigned to immediate or delayed ther-
apy and to one of 8 project therapists. During a 3-year
period, 86 of 105 patients who began therapy com-
pleted the protocol. Sixty-four cases formed a sample
that was balanced for QOR, treatment condition (im-
mediate vs. delayed), and therapist.

Diagnoses were made by an intake therapist ac-
cording to the DSM-III11 after an initial assessment and
consultation with a staff psychiatrist. For the sample of
64 patients, 72% received Axis I diagnoses, the most
frequent being affective (27%), impulse control (8%), or
anxiety (6%) disorder. An Axis II diagnosis was as-
signed for 27% of the sample, the most frequent being
dependent (14%) or avoidant (5%) disorder. The aver-
age age of the patients was 32 years (SD�8, range 21–
53 years), and 62% were female. The patients’ present-
ing problems were representative of an outpatient psy-
chotherapy population—namely, difficulties with
depression, anxiety, low self-esteem, and interpersonal
conflict. Three psychiatrists, one psychologist, and four
social workers served as therapists in the study. Their
average age was 40 years, and they had practiced dy-
namically oriented individual therapy for an average of
11.5 years.

Therapy

The short-term, time-limited therapy was psycho-
dynamic in orientation and followed a technical manual
that drew on the approaches of Malan12 and Strupp and
Binder.2 Interpretation and clarification are emphasized
relative to support and direction. Twenty weekly ses-
sions of 50 minutes’ duration were contracted. The av-

erage number of sessions attended was 18.8. The
technical nature of the therapy was verified by a content
analysis of therapist interventions for eight sessions (ses-
sions 4, 7, 9, 11, 14, 16, 18, and 20) using the Therapist
Intervention Rating System.13 On average, there were
44 interventions, 11 interpretations, and 5 transference
interpretations per session, confirming that the thera-
pists had been active, interpretive, and transference-ori-
ented as intended.

Measures

Predictor Variables—Role Behavior Expectancy Ratings:
The expectancy ratings administered to patients and
therapists addressed the role behavior of each party
during therapy sessions. Patients completed expectancy
ratings as part of the initial outcome assessment, prior
to meeting their therapists. The first two sessions of STI
therapy are commonly used for history-taking and de-
velopment of rapport. Therapists rated expectancies fol-
lowing these sessions, after formulating an initial
impression of the patient.

Each participant rated the expected or anticipated
behavior of self and other during therapy sessions. Rat-
ing items addressed therapy-related behaviors that
would be readily evident to an objective lay (nonclini-
cal) observer of the session. Items were evaluated by
the investigators for face validity and adequate coverage
of therapy behaviors. Ratings of anticipated attitudes or
personality qualities of self and other (commonly as-
sessed in previous expectancy research14,15) were not
developed. Twelve role behavior items (e.g., I expect
that I/the therapist will talk) were formulated and
adapted to each of the four perspectives (patient rating
of self and of therapist, therapist rating of self and of
patient). Each item was rated on a 6-point Likert-type
scale ranging from 1 (“very seldom”) to 6 (“very fre-
quently”). Table 1 presents the complete set of 12 role
behavior expectancy items.

In addition to the four rating perspectives, we also
considered the degree of congruence between patient
and therapist expectancies regarding each participant’s
role. For the anticipated behaviors of each subject rated
(patient or therapist), the absolute value of the discrep-
ancy between patient and therapist ratings for each item
was calculated. We therefore had 12 absolute discrep-
ancy scores (one for each role behavior item), which
represented the difference in expectancies regarding
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TABLE 1. Role behavior expectancy items

Rating instructions (own behavior versions; wording for therapist-rated version in parentheses):

A person (therapist) usually has certain expectations about the ways in which he/she will behave in (conduct) therapy. Below are 12 ways that
you might behave (conduct therapy) during therapy sessions. Please indicate how often you expect to behave (conduct therapy) during therapy
sessions in the following ways by circling the appropriate number.

Item stems: For own behavior: ‘‘I expect that I will . . .’’
For other’s behavior: ‘‘I expect that my therapist/this patient will . . .’’

Role behavior items (wording for therapist-rated items in parentheses): (1�very seldom, 6�very frequently)

1. Talk 1 2 3 4 5 6
2. Suggest ways to solve my (his/her) problems 1 2 3 4 5 6
3. Talk about my (his/her) sexual life 1 2 3 4 5 6
4. Relate my (his/her) current feelings and behavior to past events in my (his/her) life 1 2 3 4 5 6
5. Talk about my (his/her) childhood 1 2 3 4 5 6
6. Talk about my (his/her) physical symptoms and problems 1 2 3 4 5 6
7. Avoid topics that upset me (him/her) 1 2 3 4 5 6
8. Express my personal feelings 1 2 3 4 5 6
9. Ask questions 1 2 3 4 5 6

10. Talk about my (his/her) relationship, including feelings, with my therapist (me) 1 2 3 4 5 6
11. Suggest topics to talk about 1 2 3 4 5 6
12. Talk about my (his/her) relationships with other people 1 2 3 4 5 6

both the patient’s role and the therapist’s role. Lower
discrepancy scores indicated greater congruence.5

Dependent Variable—Therapeutic Alliance: The alliance
was defined as the nature of the working relationship
between patient and therapist. It was rated by the pa-
tient and the therapist by means of six 7-point Likert-
type items that ranged from 1 (“very little”) to 7 (“very
much”). Four items were rated after every therapy ses-
sion (immediate alliance ratings) and two were rated
after each one-third of the therapy course; that is, after
sessions 7, 14, and 20 (reflective alliance ratings). The
immediate alliance items addressed whether the patient
1) had talked about private important material, 2) had
felt understood by the therapist, 3) was able to under-
stand and work with the therapist’s interventions, and
4) felt that the session enhanced understanding. The two
reflective alliance items addressed Luborsky’s16 concept
of the helping alliance; that is, whether the patient and
therapist worked well together (collaboration) and the
patient experienced the therapist as helpful (helpful-
ness).

The six items were averaged across their respective
assessments, which enhanced their reliability. Each set
of six (patient, therapist) was subjected to a principal
components analysis and varimax rotation. The analy-
sis of therapist ratings resulted in two factors account-
ing, respectively, for 63% and 22% of the common
variance. The four items rated after every session (im-
mediate alliance) loaded heavily on the first factor (mean

loading�0.87) and were internally consistent (Cron-
bach’s alpha�0.92). The two items rated after each
third of therapy (reflective alliance) loaded heavily on the
second factor (mean loading�0.92) and were highly
correlated (r�0.76, df�62, P�0.001). In the case of the
patient ratings, a single factor emerged and accounted
for 77% of the common variance. The six items loaded
highly on the factor (mean loading�0.88) and were in-
ternally consistent (Cronbach’s alpha�0.94). Thus,
three variables—one patient-rated factor and two ther-
apist-rated (immediate, reflective) factors—served as
measures of the therapeutic alliance. Because of the fre-
quency of missed ratings for any given session, alliance
factor scores were calculated for each third of therapy
(sessions 1–7; 8–14; and 15–20). The scores on the al-
liance variables thus reflected patient and therapist
views of the working relationship across beginning,
middle, and termination phases of STI therapy.

Patient Grouping Variable—Quality of Object Relations:
QOR is defined as a person’s internal enduring ten-
dency to establish certain types of relationships with
others.17 The dimension ranges across five levels of ob-
ject relations (primitive, searching, controlling, trian-
gular, and mature), encompassing a developmental
sequence of maturation. The five levels and anchor
points of the QOR dimension are presented in Table 2.
In the controlled trial, the assessment of QOR com-
prised two 1-hour clinical interviews. During each semi-
structured interview, the patient’s lifelong pattern of
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TABLE 2. Quality of Object Relations (QOR) Scale

Level and Anchor Point Predominant Characteristics

Mature (9) The person enjoys equitable relationships characterized by love, tenderness, and concern for objects of both
sexes. There is a capacity to mourn and tolerate unobtainable relationships.

Triangular (7) The person is involved in real or fantasized triangular relationships. Competition for one object is inspired by
victory over the other object. There is concern for the objects.

Controlling (5) The person engages in well-meaning attempts to control and possess objects. Relationships are characterized by
ambivalence. Attempts to control the person are met with defiance or pseudo-compliance.

Searching (3) The person is driven to find substitutes for a longed-for lost object. Substitutes provide a short-lived sense of
optimism and self-worth, which is followed by disillusionment and the re-experience of loss.

Primitive (1) The person reacts to perceived separation or loss of the object, or disapproval or rejection by the object, with
intense anxiety and affect. There is inordinate dependence on the object, who provides a sense of identity for
the person.

relationships is examined. Relationships during child-
hood, adolescence, and adulthood are reviewed. The
interviewer considers the relationship patterns in terms
of behavioral manifestations, regulation of affect, regu-
lation of self-esteem, and historical antecedents for each
of the five levels. Following the interview, the assessor
distributes 100 points among the levels and derives a
single global score ranging from 1 to 9. At the primitive
or low end of the 9-point scale, relations are character-
ized by inordinate dependence, extreme reactions to
real or imagined loss, and destructiveness. At the ma-
ture end, relations are characterized by equity and the
expression of love, tenderness, and concern.

In the STI therapy trial, the reliability between the
interviewer and an independent rater using an audio-
tape was assessed for a sample of 50 cases. A stringent
index of reliability, the intraclass correlation coefficient
for the individual rater [ICC(1,1)] was used. A reliability
coefficient of 0.50 was obtained. Despite moderate re-
liability, QOR has proved to be an important predictor
and moderator variable in studies contrasting sub-
groups of high- and low-QOR patients.7,18,19 Particular
findings from these studies have been replicated in Nor-
way.20 In the current study, the sample of 64 patients
was divided into a group of low-QOR cases (scores
�5.0) and a group of high-QOR cases (scores �5.0).
Each subgroup was composed of 32 patients.

Approach to Analysis

Expectancy Rating Dimensions: Six principal compo-
nents analyses were conducted to identify dimensions
underlying the ratings of expected role behaviors for
each of the four perspectives (patient-of-self, patient-of-
therapist, therapist-of-self, therapist-of-patient) and for

congruence of expectancies regarding the patient role
and the therapist role. The principal components anal-
yses were conducted by using the total sample of 64
therapy cases. Factors identified in each analysis had to
fulfill two criteria to be retained as potential predictors
of change in the alliance. First, the factor had to account
for a substantial proportion (15% or greater) of the var-
iance in the item ratings employed in the components
analysis. Second, the items that defined each factor
(based on loadings of 0.40 or greater) had to show sub-
stantial internal consistency. Cronbach’s alpha coeffi-
cient was calculated to evaluate the internal consistency
of each factor. An alpha coefficient of 0.70 or greater,
indicating that the items comprising a factor showed
moderate or better internal consistency, was required
for retention of the factor as a predictor variable.

Predicting Change in the Alliance: Change in the thera-
peutic alliance was defined as the variation in the alli-
ance ratings across the course (in thirds) of therapy
within each case. The hierarchical linear modeling
(HLM) procedure of Bryk and Raudenbush21 was em-
ployed to assess whether 1) variation across cases in the
pattern of change of the alliance was significant, and 2)
the role behavior expectancy factors derived from the
principal components analyses could account for this
variation. The HLM procedure involves two levels. The
first level (the unconditional HLM analysis) focused on
the change in the alliance within cases, represented by
the slope of the alliance over time (thirds of therapy)
unique to each individual case. A positive slope indi-
cated an increase in the alliance over the thirds of ther-
apy and a negative slope indicated a decrease. Variation
of the slopes across patients was calculated and tested
for significance with the chi-square goodness-of-fit sta-
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tistic. If this variation was found to be significantly dif-
ferent from zero, the second level of the HLM analysis
was conducted. The second level (the conditional HLM
analysis) focused on predictors of the variation in the
patterns of change. The individual slopes represented
the dependent variable in the conditional analysis and
were regressed on the predictor variable (a role behav-
ior expectancy factor). A t-test assessed whether the re-
lationship between role behavior expectancy and
variation in the patterns of change in the alliance was
significant.

Finally, comparisons of the correlations involving
role behavior expectancy variables and either the slope
or average level of the alliance were conducted. Sepa-
rate HLM and correlation analyses were performed for
the groups of low-QOR and high-QOR patients (n�32
per group).

RESULTS

Principal Components Analyses of Role Behavior
Expectancy Ratings

The six principal components analyses resulted in
the retention of seven role behavior expectancy factors.
These factors were subsequently used as predictors of
the pattern of change in the therapeutic alliance over
the course of therapy. Table 3 presents only the factors
from each analysis that met the specified retention cri-
teria (15% of common rating variance or greater, inter-
nal consistency of 0.70 or higher).

For patient expectancy of own behavior, one factor
(Patient Process Contribution) met the retention criteria. It
reflected the patients’ expected positive contribution to
the therapy process. The items that loaded highly on
this factor described patient behaviors that would be
important to furthering the work of therapy: talking,
suggesting topics for discussion, suggesting possible so-
lutions to problems, expressing personal feelings, and
asking questions.

For patient expectancy of therapist behavior, two
factors met the retention criteria. The first (Active Ther-
apist) reflected the patients’ expectation for a therapist
who would ask questions, explore interpersonal rela-
tionships, and suggest topics for examination. The sec-
ond (Therapist Content) reflected the content areas
patients expected the therapist to address, including
symptoms, sexuality, childhood memories, the here-

and-now relationship, and the linking of past experi-
ences with current difficulties.

For therapist expectancy of own behavior, one fac-
tor (Therapist Work Focus) met the retention criteria. It
reflected therapists’ expectation of what the work focus
would be during sessions. Therapists anticipated a strat-
egy that involved linking past experiences to current
difficulties and that included consideration of childhood
events, important interpersonal relationships, and the
here-and-now therapy relationship. The therapists’ ex-
pected in-session behavior therefore corresponded to
the approach outlined in the interpretive therapy man-
ual.

For therapist expectancy of patient behavior, two
factors met the retention criteria. The first (Patient Work
Focus) reflected the therapists’ expectancy of patient be-
havior representative of work in therapy, involving dis-
cussions of the therapeutic relationship, patient
initiation of discussion of certain topics, and patient ex-
pression of personal feelings. The second factor (Patient
Resistance) reflected the therapists’ expectancy of patient
behavior representative of resistance, involving avoid-
ance of difficult issues, a questioning stance, and little
attention to links between past and current experience
or to potential problem solutions. The factors thus rep-
resented the therapists’ expectancies of patient behavior
that constituted both positive and negative contribu-
tions to the therapy process.

For congruence of expectancies regarding patient
role, none of the five factors that emerged in the analysis
met the two retention criteria.

For congruence of expectancies regarding therapist
role, one factor (Supportive Therapist Role) met the reten-
tion criteria. It defined a supportive role for the thera-
pist, characterized by a focus on problem resolution,
personal self-disclosure, interested inquiry, determina-
tion of session topics, and activity.

Examination of the correlations among the seven
retained role expectancy factors indicated a consider-
able degree of independence among the variables. Only
three relationships were significant. Patients with higher
expectancies of making a positive contribution to the
process of therapy (Patient Process Contribution) also
had higher expectancies for an Active Therapist
(r�0.33, df�62, P�0.01). Greater expectancies in
these two areas were also associated with more disagree-
ment between patient and therapist on the importance
of a Supportive Therapist Role (r�0.29, df�62,
P�0.05, and r�0.46, df�62, P�0.001, respectively).
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TABLE 3. Principal components analyses of role behavior expectancy ratings

Factor and Constituent Items Loading

Patient expectancy of own behavior (3 factors accounting for 59.0% of common variance)
Factor I: Patient Process Contribution (36.3% of common variance; internal consistency�0.76)

Suggest topics to talk about 0.83
Talk 0.75
Suggest ways to solve problems 0.71
Express personal feelings 0.67
Ask questions 0.52

Patient expectancy of therapist behavior (3 factors accounting for 60.6% of common variance)
Factor I: Active Therapist (32.0%; internal consistency�0.73)

Ask questions 0.88
Talk about relationships with others 0.77
Suggest topics to talk about 0.55

Factor II: Therapist Content Focus (17.1%; internal consistency�0.72)
Talk about physical symptoms 0.78
Talk about sexual life 0.73
Talk about childhood 0.61
Talk about relationship with therapist 0.58
Relate current feelings/behavior to past events 0.58

Therapist expectancy of own behavior (4 factors accounting for 67.2% of common variance)
Factor I: Therapist Work Focus (25.2%; internal consistency�0.84)

Relate current feelings/behavior to past events 0.87
Talk about childhood 0.87
Talk about relationships with others 0.77
Talk about relationship with therapist 0.73

Therapist expectancy of patient behavior (4 factors accounting for 67.6% of common variance)
Factor I: Patient Work Focus (31.7%; internal consistency�0.81)

Talk about relationship with therapist 0.88
Suggest topics to talk about 0.83
Express personal feelings 0.68

Factor II: Patient Resistance (15.5%; internal consistency�0.70)
Avoid upsetting topics 0.84
Ask questions 0.79
Relate current feelings/behavior to past events �0.57
Suggest ways to solve problems �0.40

Congruence of expectancies regarding the therapist’s role (5 factors accounting for 67.0% of common variance)
Factor I: Supportive Therapist Role (22.1%; internal consistency�0.72)

Suggest ways to solve problems 0.82
Express personal feelings 0.72
Ask questions 0.69
Suggest topics to talk about 0.54
Talk 0.53

The Unconditional HLM Analysis:
Pattern of Alliance Change

A series of unconditional hierarchical linear mod-
eling analyses was conducted to examine the patterns
of change for each of the three alliance variables over
the course of therapy across patients. Given that a total
of 6 unconditional HLM analyses were performed, a
Bonferroni-adjusted significance criterion of P�0.008
(0.05/6) was employed. The analyses showed that there
was significant variation in the patterns of change in the
alliance across cases within the high-QOR and low-

QOR samples. Table 4 presents the significant findings
from the unconditional HLM analyses.

In high-QOR cases, for the patient-rated alliance, the
variation of the individual slopes over thirds of therapy
was significantly greater than zero. The reliability of the
slope estimates, or the proportion of the total variation
that was not attributable to error, was moderate (0.50).
The pattern of change in the patient-rated alliance thus
differed considerably among the high-QOR cases. Most
of the slopes were positive, a few were negative, and a
number were close to zero. A single regression line for
the total sample would have masked this variation. The
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TABLE 4. Significant variation in the patterns of change of therapeutic alliance variables

Slopes
Sample Alliance Variable Mean�SD Range Reliability v2 df P

High-QOR cases Patient-rated 0.24�0.27 �0.30–0.80 0.50 59.64 30 0.001

Low-QOR cases Therapist-rated immediate 0.12�0.47 �1.06–1.04 0.66 92.94 30 0.0001
Therapist-rated reflective 0.06�0.57 �1.75–1.50 0.62 80.98 30 0.0001

✒ Note: QOR�quality of object relations.

variation in the slopes of the therapist-rated immediate
alliance (reliability�0.21) was not significant. Variation
in the slopes of the therapist-rated reflective alliance (re-
liability�0.39) was also not significant. Among the
high-QOR cases, then, tests of predictor variables were
possible only for the variation in the patient-rated alli-
ance.

In low-QOR cases, for the patient-rated alliance,
variation of the slopes (reliability�0.14) was not signifi-
cantly different from zero; differences in the patterns of
change for the patient-rated alliance among the low-
QOR cases were negligible. For the therapist-rated im-
mediate alliance, variation in the slopes
(reliability�0.66) was significant. Variation of the
slopes for the therapist-rated reflective alliance (reli-
ability�0.62) was also significant. Among the low-
QOR cases, tests of predictor variables were therefore
possible only for the variation in the two therapist-rated
impressions of the alliance.

The above analyses were based on a linear model.
Analyses with a curvilinear model (i.e., testing whether
the alliance ratings followed a curvilinear pattern across
thirds of therapy) revealed no significant increase in the
variation of the slopes. Individual slopes derived from
the linear model were thus used in the predictive anal-
yses. In summary, the unconditional HLM analyses in-
dicated that three patterns of change in the therapeutic
alliance involved sufficient variation to warrant study of
possible predictor variables. For the high-QOR pa-
tients, significant variation was evident in the patterns
of change for the patient-rated alliance. For the low-
QOR patients, significant variation was evident in the
patterns of change for the two therapist-rated impres-
sions of the alliance.

The Conditional HLM Analysis:
Expected Role Behaviors as Predictors

For each of the three alliance variables that showed
significant variability in the patterns of change across

cases, seven separate conditional HLM analyses were
conducted. Each analysis tested a different role behav-
ior expectancy variable as a predictor of the particular
dependent measure (i.e., the slopes of each alliance vari-
able). A Bonferroni adjustment was applied to each set
of seven conditional HLM analyses. The adjusted sig-
nificance criterion for a given predictor variable was
thus 0.007 (0.05/7). Two predictor relationships that
met the adjusted significance criterion were identified.

For high-QOR cases, the patient’s expectancy of be-
ing able to contribute to the process of therapy (Patient
Process Contribution) was significantly and inversely
associated with the pattern of change in the patient-
rated alliance (t�–3.77, df�30, P�0.001). For high-
QOR patients, the lower the initial expectancy of being
able to contribute to the process of therapy, the greater
the increase in the patient-rated alliance across thirds of
therapy. The predictor relationship accounted for a sub-
stantial proportion (49.7%) of the true variance in the
slopes of the patient-rated alliance among the high-
QOR cases.

For low-QOR cases, greater patient–therapist con-
gruence regarding expectancies of a Supportive Ther-
apist Role was significantly and directly associated with
the pattern of change in the therapist-rated immediate
impression of the alliance (t�–4.27, df�30, P�0.0001).
In other words, greater patient–therapist agreement in
anticipating that the therapist would behave in a sup-
portive manner was associated with a progressive in-
crease in the therapist’s ratings of the alliance over the
course of therapy. The predictor accounted for 53.5%
of the true variance in the slopes of the therapist-rated
immediate impression of the alliance among the low-
QOR cases.

Relationships of Role Expectancy to Slope of Alliance
vs. to Average Level of Alliance

The two significant predictive relationships identi-
fied in the conditional HLM analyses could be repre-
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TABLE 5. Relationships between role expectancy factors and slope versus average level of the alliance

Correlations Comparison

Sample and Predictor Variable
Slope of
Alliance

Average Level
of Alliance t df P

High-QOR cases (n�31) Patient-rated alliance
Patient Process Contribution �0.55*** 0.42* �6.27 28 0.01

Low-QOR cases (n�31) Therapist-rated alliance (immediate)
Congruence on Supportive Therapist Role �0.62*** �0.32 1.76 28 0.08

✒ Note: QOR�quality of object relations. *P�0.05; ***P�0.001.

sented by the Pearson correlation between the role
expectancy factor scores and the individual slopes of the
alliance variable. These relationships could then be con-
trasted with the association between the expectancy fac-
tor and the average level of the alliance across therapy.
The average level of the alliance was calculated by ag-
gregating alliance scores across sessions and thirds of
therapy. The method provided by Cohen and Cohen22

to assess the significance of the difference between de-
pendent correlation coefficients was employed to deter-
mine whether role behavior expectancies had
significantly different relationships with the pattern of
change versus the average level of the therapeutic alli-
ance. Table 5 presents the relevant correlation coeffi-
cients and the results of the tests of significance.

For high-QOR cases, there was an inverse relation-
ship between the patient-of-self expectancy factor (Pa-
tient Process Contribution) and the slopes of the
patient-rated alliance. In contrast, there was a direct re-
lationship between this factor and the average level of
the patient-rated alliance. The two coefficients were sig-
nificantly different; in absolute value, the expectancy
factor–slope relationship was the larger of the two. The
two indices of the alliance (slopes, average level) were
independent (r�0.19, df�29, not significant).

For low-QOR cases, the correlation between scores
on the congruence expectancy factor Supportive Ther-
apist Role and the slopes of the therapist-rated imme-
diate impression of the alliance was large and inverse.
In contrast, the correlation between this factor and the
average level of the therapist-rated immediate alliance
was smaller and nonsignificant. The difference between
the two coefficients was nonsignificant at P�0.08; in
absolute value, the expectancy factor–slope relationship
was slightly the larger of the two. The two indices of the
alliance (slope, average level) were moderately corre-
lated (r�0.36, df�29, P�0.05).

In summary, both comparisons indicated that the

expectancy factor had a stronger relationship to change
in the alliance than to the average level of the alliance
across therapy. Among the high-QOR cases, the expec-
tancy factor–slope relationship also differed in sign (di-
rection) relative to the expectancy factor–average level
relationship.

DISCUSSION

Two relationships between role behavior expectancy
and the patterns of change in the therapeutic alliance
were identified. Each relationship involved a different
index of the alliance and was restricted to a particular
sample of patients defined by the QOR variable. Con-
trary to our prediction, significant relationships between
expectancy and alliance were not more likely among
the low-QOR patients; such relationships were evident
for both groups of patients defined by splitting the sam-
ple into low and high QOR. Findings of differential re-
lationships as a function of QOR have also emerged in
other analyses of the controlled trial data6–8,18 despite
the relatively low interrater reliability of the QOR as-
sessment in that study. We believe that the QOR con-
struct is an important and theoretically relevant patient
variable for psychodynamic approaches to psychother-
apy. Although the construct is complex and difficult to
measure reliably, its predictive validity appears to be
substantial. Further development of the QOR assess-
ment since the controlled trial has resulted in some
streamlining of the procedures and improved reliabil-
ity.23,24

Among high-QOR patients, the patients’ expec-
tancy of their own behavior (Patient Process Contribu-
tion) was inversely associated with change in the
patient-rated alliance. Among low-QOR patients, the
congruence of expectancy between patient and thera-
pist regarding the therapist’s supportive behavior (Sup-
portive Therapist Role) was directly associated with
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change in the therapist-rated immediate impression of
the alliance. These findings suggest that the particular
role behavior expectancies associated with varying pa-
tient QOR have differing influences on the therapy pro-
cess and may thus require different strategies from the
STI therapist.

Implications for Therapeutic Strategy

High-QOR Patients: Patients of high QOR are more
likely to present with a history of satisfactory, give-and-
take relationships. As a consequence, we believe that
these patients are more able to tolerate the demands of
the interpretive therapy situation, are less fearful of los-
ing the relationship, and are more receptive to the ther-
apist’s interpretive interventions.6,7

These patients commonly have concerns about in-
terpersonal control or about faring successfully in com-
petitive relationship situations. At the time of
presentation, circumstances in the patient’s relation-
ships may have contributed to feelings of demoraliza-
tion, failure or defeat, and pain associated with
interpersonal conflict. Some high-QOR patients may
not believe that they will be able to master the chal-
lenges without the assistance and direction provided by
a professional helper. This belief may translate into a
low expectancy of being able to contribute to the work
of therapy and to the resolution of problems. Through
the mechanism of the self-fulfilling prophecy, the pa-
tient may actually provide a low level of work in the
initial stages of therapy. Once therapy has been under
way, however, the experience of being understood by
a concerned listener and recognizing that problems can
be addressed by making use of the therapy relationship
may encourage greater patient engagement in the col-
laborative tasks of treatment. A progressive increase in
effective interpretive work and the therapeutic alliance
can then follow.

Conversely, other high-QOR patients may begin
therapy with a high expectancy of being able to con-
tribute to the therapy process. Given their internal ob-
ject relations, this may reflect the patients’ views that
they will control the direction of the treatment or that
the therapist represents an adversary to be overcome in
the process.25 Again, through the mechanism of the self-
fulfilling prophecy, the patient may initially provide
considerable clinical material in order to impress the
therapist. However, the therapist does his or her best
not to engage in an enactment of the patient’s control-

ling or competitive relationship pattern, but instead
comments on the relationship dynamics as representing
an opportunity for exploration. Developing a focus on
these relationship patterns becomes the work of therapy
and can eventuate in a strain being placed on the pa-
tient’s experience of the alliance, resulting in a minimal
increase or an actual decrease of the patient’s alliance
ratings across therapy. However, the average level of
the patient-rated alliance may still reflect sufficient
strength in the working relationship to promote a posi-
tive benefit. In other words, the work of therapy, while
difficult and a stress on the therapeutic alliance, may
nonetheless be successful in helping the high-QOR pa-
tient revise internal object relations in the direction of
greater maturity and thus achieve a reasonable out-
come.

Considerably high or low patient expectancies of
being able to contribute to the therapy process may thus
have implications for the development of a working re-
lationship with the high-QOR patient. The key consid-
eration would appear to be the level of the expectancy
regarding his or her potential contribution that the high-
QOR patient brings to the therapy situation. An overly
low expectancy can be augmented by the re-moralizing
effects of beginning psychotherapy,26 while an overly
high expectancy can be modified by an interpretive fo-
cus on the maladaptive object relations implied by the
patient’s anticipated course of treatment. Discussion of
the roles and responsibilities of each party in the rela-
tionship early in the course of treatment can assist the
therapist in determining how best to address the pa-
tient’s expectancy of his or her own in-therapy behav-
ior. It is therefore contingent on the therapist to address
considerably high or low expectancies on the part of
the high- QOR patient early in the treatment process to
ensure that an appropriate foundation for the therapeu-
tic alliance can be put into place.

This construction may account for the inverse re-
lationship between the patient’s expectancy of being
able to contribute to the therapy process (Patient Pro-
cess Contribution) and the pattern of change in the pa-
tient-rated alliance across treatment for the high-QOR
patients. In contrast, the patient expectancy factor was
directly associated with the average level of the patient-
rated alliance. The two measures of the alliance (slope,
average level) were independent. This would suggest
that, from the perspective of summarizing the quality of
the entire therapy relationship, patient expectancies of
being able to contribute to the therapy process are in-
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deed important to a strong alliance. Our previous re-
search9,10 indicated that the average level of the
patient-rated alliance (versus the change in the alliance)
was directly associated with improvement in STI ther-
apy for high-QOR patients. The findings of the current
study indicate that the average level of the alliance is di-
rectly influenced by the patient’s expectancy of being
able to contribute to the therapy process. However, if
patient expectancies about making a contribution are
considerably high or low, they have a substantial po-
tential to influence the pattern of change in the high-QOR
patient’s perception of the relationship across treat-
ment. These contrasting findings for average level and
pattern of change also highlight how different perspec-
tives on the therapeutic alliance have different impli-
cations for understanding the therapy process.

Low-QOR Patients: One congruency of expectancy
factor was retained for the predictive analyses. The Sup-
portive Therapist Role factor proved to be a strong pre-
dictor of the pattern of change in the therapist’s
immediate impression of the therapeutic alliance in the
treatments of low-QOR patients. For these patients, the
prediction indicated a relationship between agreement
on the expected supportive role of the STI therapist and
a progressive increase in the therapeutic alliance across
thirds of therapy. The important element here appears
to be the degree of shared expectation regarding the sup-
portive therapist role held by the patient and therapist.

We know from our previous work using the HLM
method that a progressive increase in the quality of the
therapeutic alliance across STI therapy is predictive of
treatment benefit for low-QOR patients.10 For these pa-
tients, a congruent expectation with the therapist re-
garding the importance of a supportive therapist role at
the outset of therapy is directly related to just this kind
of progressive growth in the alliance, as perceived on a
session-by-session basis by the therapist. By influencing
the development of the alliance, this shared perspective
appears to play an important role in the short-term in-
terpretive therapy of low-QOR patients.

Low-QOR patients are characterized by a history
of nongratifying or abusive relationships and difficulties
regulating affective experience and self-esteem. Inde-
pendent of their presenting problems, these patients
come for therapy seeking nurturance and assistance by
an understanding other to resume an arrested devel-
opmental trajectory.27 For these patients, a gratifying
therapy relationship may be at least as important as the
achievement of insight into intrapsychic and interper-

sonal conflict.10 In the pre-treatment or early therapy
situation with the low-QOR patient, there apparently
needs to be congruence between what the patient ex-
pects from the therapist—commonly referred to in the
contemporary literature as “holding” or “mirroring”—
and what the therapist expects will be important to pro-
mote a good working relationship in the interpretive
therapy situation. What role seems best for the therapist
may vary widely across patients as a function of their
previous history, understanding of the therapy process,
and so on. A strictly interpretive and confrontational
therapy approach28 that abstains from the provision of
support may simply be inappropriate for certain low-
QOR patients.

During the pre-therapy preparation or early phase
of STI therapy, the therapist should aim to assess the
degree of support expected by the low-QOR patient.
During these early contacts, an open discussion of the
roles each party will play in the upcoming therapy
would be one way to achieve this end. The develop-
ment of an explicit agreement on how the therapist will
work to support the low-QOR patient during interpre-
tive treatment would likely promote the patient’s effec-
tive use of the STI therapy approach.

Limitations of the Study

Limitations of the current study can be noted. Pa-
tient and therapist role expectancy ratings in this study
addressed a set of simple behaviors that are commonly
associated with the interaction during psychotherapy
sessions. The rating items were initially generated and
developed on a conceptual rather than an empirical ba-
sis. An initial attempt to discover the underlying di-
mensions associated with the rating items was one of
the purposes of the current study. Consequently, the
findings of this study must be considered with caution
until replication is provided. An important objective for
future study would be to develop expectancy rating
items empirically, by asking patients and therapists
about their expectancies, developing and refining items
based on those reports, and assessing the reliability and
validity of the final versions of the rating items with
independent samples. Ultimately, this investment could
provide for a more definitive test of the relationships
identified in this study.

The principal components analyses conducted on
the six sets of expectancy item ratings were based on
the sample of 64 therapy cases and thus offered a rela-
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tively low ratio of subjects to variables (5:1). Concerns
about the reliability and generalizability of the identi-
fied factors could be raised. To deal with the limitation
posed by the small sample, relatively stringent criteria
for retention of factors as predictor variables were im-
posed. The factors retained had substantial internal con-
sistency and some degree of face validity, suggesting
that we could have reasonable confidence that the fac-
tors adequately sampled the role behaviors patients and
therapists anticipated of themselves and their counter-
parts in STI therapy. Still, the findings reflect only the
characteristics of this sample of therapy cases until the
expectancy dimensions are replicated by independent
investigators.

Analyses addressing variation in the patterns of al-
liance change (unconditional HLM analyses) and the
ability of expectancy predictor variables to account for
this variation (conditional HLM analyses) involved a
large number of statistical tests. This likely had an infla-
tionary effect on the probability of Type I error (that is,
erroneously identifying a relationship as significant).
Adjustments to the significance criterion were imple-
mented in both sets of analyses in order to protect
against this inflation while ensuring that important re-
lationships evident in the data could still be identified.
Once again, these adjustments were made to retain a
reasonable level of confidence in the findings and in no
way supplant the importance of independent replica-
tion. Finally, the significant relationships between role
expectancy and the alliance variables explained only

modest amounts of variance in the latter, emphasizing
that a large number of other factors (e.g., patient, tech-
nical, and relationship characteristics) are likely to be
influential on the development and overall quality of
the patient–therapist interaction.

CONCLUSIONS

The findings from this study suggest that it is to the
therapist’s advantage to assess the patient’s capacities
for an interpretive, insight-oriented therapy prior to be-
ginning treatment or early in the therapy process. This
is certainly not a new recommendation. The majority
of short-term individual therapies refer to the impor-
tance of patient selection criteria and “trial therapy.”29

However, in the evaluation of patient expectancies re-
garding in-therapy behaviors, the focus may vary as a
function of the patient’s QOR level. With the high-
QOR patient, consideration may need to be given to
what the patient feels he or she will bring to the tasks
of treatment. With the low-QOR patient, on the other
hand, this pre-treatment evaluation may need to be di-
rected to the degree to which the therapist may be
obliged to “lend his or her ego” to the patient in the
form of supportive measures. Attending to these expec-
tations during the preparation for therapy, or during the
early sessions of the contract, can increase the chances
for appropriate therapist attunement, the healthy de-
velopment of a strong therapeutic alliance, and eventual
gain as a result of STI therapy.
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